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INITIAL COMMENTS -

An follow-Up licensure survey was conductad on
May 13, 2008 and May 14, 2008 at the group
home. Tha silrvey was a follow-up o determine
the facility's compliance with the regulations and
with the deficiznt praclices identified during the
initial licensura and follow-up surveys conducted
cn February 4, 2008 and Merch 21, 2008

' respectively. “There wene five individuals residi ng
in the facility who had been diagnosed with
varying degress of mental rétardation and other
disabilities.

The fingings of the survey were based on

sbservations at tha group home, intervisws with
manzgement and direct care staff in the
residential program, as well as a review of
habilitation ar.d administrativa records, which
included the ?acahty s unusual incident reporting
gystem.

3510.3 STAFF TRAINING

There shall b continuous, ongoing.in-service
training programs scheduled for all psrzonnel.

This Statute is not met as evidenced by:

‘Based on obugrvation, interview and record, the
GHMRP failed to ensure a continuous, ongoing
in-sarvice training program ta enable &l
personne! to »erform duties effectivaly and
compatently ior two (Residants #1 and #8) of the.
five residents in the facllity.

The ﬁndmgs In¢lude:

4. The facrhtv failed to ensure that each sI‘aﬁ’ had
been adequaialy trained to implement therapeutic

| diets as prescribed/in accordance with mesltime

protocols,
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a) Qbservation of Resident #6 on §/13/08 at 8:28
AM revealed she appeared to be aedentulous,

She wes served a breakfast which included
bite-size turkey ham and bite-size buttered toast,
jello, comflakes and milk. Interview with staff
indicatsd that the food was chopped because she
"did not have teeth and becauseé it was esgier for
her to chew. Tha resident finishad sating her
meal at 9:05 AM.

Medication Aliministration Record (MAR)
indieated the resident was prescribed an 1800
calornie, No Azlded Salt (NAS), Na Concontratad
Sweets(NCS!, Bite Size Diet, The raview of the
-nutrition quarerly review revealed the client was
prascrivad ar 1800 calorie, NAS, Choppad Diet -
Record review revealed the dletary protocol
stated the dient should receive a soft, chopped
textured diet moistened by gravy or sauce.
Retraining on the client's diet and the mealtime

-protocel was orovided to the direct care staff by
the supervisory Registered Nurse (RN) ori
5/13/08, Thers was no evidence however that
staff had consistently implemented Resident #1 s
diel as reCIuirrid by the meal protocol.

b) On &/13/0¢ 8t 7:15 AM Resldent #1 was
cbeerved lying on the couch with her finger in har
mouth. Staff indicated that she had just finished

{ ealing her breakfast. She was encouraged to sit
in the recliner where sha continued to
intermiftently put her finger in. her mouth as staff
verbally prompted her to remove it from her
mouth and to wipe her hands with 2 paper towel.

Al 8:40 AM, the resident began to repeatedly ask
the stiaff that was monitoring her for sin apple.
The staff abtsunad apple shoes and gavethem to

The_reviaw of the current physiclan's order on the

1 &). Program coordinator instructed

-staff during meal observations on
proper diets and textures. The
Dietitian will provide additional
training on the proper diets and
textures for all individuals by
6/15/08.
The program coordinator and the
home manager will conduct weekly
meal monitoring to ensure that all

- individuals receive proper diets and
prescribed.

b). Staff have been instructed by

. | program coordinator not to give

| snacks or fruits that are not the
proper texture. Nutritionist will
provide more training on proper
diets textures for all individuals. The
‘RN will also provide training on

‘| choking by 6/15/08.

6/15/08 |

6/15/08 |
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Continued Fiom page 2 . .
the resident, une slice at a ime. The resident

| appeared to be edentulous. She ste several of

the apple slicis, but requirad varbal prompts from
the staff to egt them slowly. Review of the diet
order prescrited by the physliclan revealed an
order for a reqular dist, high fibar and double -
partion groun: diet. Also a nufritional

| | assessment c ated §/8/08 stated that the remdent
was prascribed a regular, high fiber diet. Review |

of the meal tirme protocol revealed the resident
should receiv: ground textured foods, and should

'| be monitored for eating rapidly and overstuffing
| her mauth; Training on the client's diet and on the

mesgitime prolocol was provided to the direct care
staff by the supervisory Registered Nurse (RN)
onh §/13/08. There was ho evidence hawever that
staff had consistently implerméanted Resident #1's
dictas reqyinad by tha mez! protocol.

[Note: The review of training records on 5/14/08
revealed stafl recsived training from the
nutritionist on 2/4/08. Further record review
revesiled on that date Information was provided
on general nt trition needs, portions, food .
preparation, taxtures, sanitary food handling,
leftavers, weights and food shopping. Eleven staff

‘were presant There was no evidenca nutrition

training on fond textures had been effective to
£ensure the accurate implementation of the
resident's therapeutic diets.]

2. Facility faied to ensure staff were adequately
trained on menu substitution.

Interview with direct staff on 5/13/08 at 7.25 AM

‘revealed the breakfast menu included franch

toast, strawbarries, diet syrup, turkey ham, and

| milK. At 8:28 AM Client #6 was served breakfast
‘| which ineluded bite-size turkey ham and bita-gize

butterad toas:, jello, cornflakes and milk,

{1 2223

2.) Program Coordinator provided
an overview of food substitution to
statf, explaining food group
substitutions. Dietitian will conduct
a training to include proper food

substitutions, and documentation by
6/15/08.

H

Health Ragu ation Administratlon
STATE FORN

TSbJ3

6/15/08

If continuaton steeat 3 of 9




05/06/2008

16:14 2926781598

CAPITAL CHRRE,

May 24 2008 17:40Q

CAPITAL CARE

INC.

J40123332007

PAGE B6/11

p.7

PRINTED: 05/22/2008
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

¢3) DATE SURVEY

 Each GHMRYF’ shall maintain written

documentation that each employea has been

‘trained in canying out the policies and
. | procedures st forth In § 3519.1 of this seetion.

Thia Statute s not met as evidenced by:
Based on interview and record reviaw, the
GHMRP failed to ensure that sil staff were
adequately and effectively trained to implament
the established written policles and procedures
regarding incident managemant,

The findings include:

1. According to the facility’s incident
management policy, the program coordinatar
(PC) should essess the geverity of the situatior
and Instruct the staff person accordingly.
Additionally, 11e PC should review all
documentation and record the incident on the
"Unusual Occumance Incldent Form"” and forward
it 70 the apprc priate authorities, including the
DOH. The.raview of unusual |n¢:|dents revesied
the following:;

The facility failed 1o report injuries of unknown

'3519.2

1.) All staff will receive training on
incident reporting, and
‘documentation. The newly trained
Incident coordinator will ensure that
all incidents are reported to all
agencies and families including
DOH in a timely manner and that
documentation of notification is

- included on the incident report. The
.incident coordinator will investigate

all incidents of unknown origin, and
these will be reyiewed by program
coordinator and administrator.
Program coordinator and nurse
coordinator will ensure that nurses
monitor any injuries to resolution.

4
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Interview with the staff indicated the jello had
been substitued for the strawberries. Record )
review revesied the nutntionist pravided fraining :
to staff on 2/4/08. The review of the agenda ‘
Indicated that a variety of topics related to
“niutrition and tneal service was included. There
was no evidence however that staff had been
adequately triined on menu substitutions to
ensure that a food of similar nutritive value
repfaced the strawberries on the menu when they :
were not avai able to be served. H
{371 3519.2 EMER.GENCIES 10371}
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origin as reguired by the ineident management A
poiicy.
2) On 4/15/08 at 7:00 PM direct care staff
discovered a bruise on Resident #1's spinal area
befora giving her a shower. Further review of the
incident report ravealed staff called the nurse to
_observe the hruise. There was no evidence the
PC was inforrned of the resident's injury or that
the incident was reported lo the incident
management coordinator, the the resident’s . -
.| farily, the ad mninistrator, or DOM. The review of . . . .
subsequent pragress notes failed to reveal b). The new incident coordinator is
evidence that the residents bruise on her apine conducting an investigation of the
area was monitored. Additionally, there was ne 'bruise on resident #6°s thigh
avidence the arigin of Resident #8's bruise was Tneident dinat 1 f 11'
investigated. ) nedent coordinator Wl ) ollow
. , procedures for investigations and
g) On #rlg!GEuat 7:20 F!&II di_rcalecttche rgﬁfth b reporting incidents to all parties. In
iscovered & bruise on Residant 6's ig ;
and back above her shoulder while giving her & thfilﬁlt“fe’ the program coordinator
shawer. Review of the incident report revealed will review incidents to ensure that
the nurse wax called and observed the client's all incidents are investigated, and . | 6/10/08
- Injury, Althougjh direct care staff completed the reportcd ina timely manmer,
unusual ineldant report, thera was no evidence
.| the PC was ir formed of the resident's injury of —-
that the incident was reported 1o the Incldent 2.) ReSIdent #3’s emergency room
management coordinator, the resident's family, visit was reported to fam11y and -
the administritor, or DOH. Additionally, there attorney, as well as service
was no evidence the origin of Resident #6's Lo
| bruise was investigated. coordinator. Proper procedures for
_ all emergency room visits will be
égg;gﬁ;:ﬁ ;9“3‘* t“f "E?Wt résidte_nt h'ansf:rq to followed. New incident investigator
room for treatment in accordance ; i
with its policie s that addressed emergency Wﬂ! EIISIZ'LI'C th'a t family members are
situations. notified in a timely manner, 6/10/08
. centoth | Program coordinator will review all
a) Resident#3 was taken to the emergan
{ room on 4/5/L8 dus to baing weak, swgatycgnd . Incidents to ensure that all parties
F e Fagalton AdTnEvSo available to substantiate it. _
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{1 371}| Continued Frcm page 8
reported, or investigaied.

1371}

_prc')cédi]rcs to prevent tecurrence of
this incident. A one-on-one staff will

1374

interview with the PG on 5(14/08 indicated that
calls were made to notify the families of the
client's injuries and/or changes in health stetus.
Record revievr ravealed the dacumentation was
not available 1o reflect the nofification of the
afarementionid incidents.

Although the record reflected thet some training
had occumed, there was no evidence the training

had been effective to ensure documéntation and
_timely reporting of unusual incidents as required.

3518,5 EMER.GENCIES

After medical services Have besn secured, each
GHMRP shall promptly nctify the resident ' s
guardian, his or her next of kin if the resident has

‘| no guardian, or the representative of the

sponsoring aygency of the resident ' s stafus as
soon as possible, followed by written notice and
documentaticn no later thari forty-eight (48) hours
after the incicent.

“This Statute is not met as avidenced by:

Based on interview and the racord review,.the
facility failed 1o ensure that after medical services
had baen secured, the GHMRP notified the
resident's guardian, next of kin, ar authorized
representativ as soon as possibie, followed by
written notification and documentation within the
ostablished time frame. '

The findings mcluda'

Interview witl' the program coordinator on 5/14/08
revealed that she informed the guardian or next
of kin when the residents had an unusua)
incident. The review of documentation, including
unusgual iricid 2nts falled to reﬂect how ard when

done per procedures.

| 374

be instituted at the day program to
“monitor resident from putting
actjvity material in her mouth.
Program coordinator will review all
incidents in the future to ensure that
reporting and documentation are

6/30/08
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this informaticn was communicated.

[See Gitation 3618.2 (0371)].

3523.1 RESINENT'S RIGHTS

Each GHMRI residence director shall ensure
that the righte of residents are observed and
prolected in accordance with D.C. Law 2-137, this
chapter, and other applicable District and federal
laws.

This Statuté s not met as evideneed by:

.| Bagsd an on abservation, interview and record
| mview, tha GHMRP failed to ensure that the
"1 rights of each resident were protected.

The findings include:

See Deficiensty Report Citations 3510, 3. 35172
and 3517.3 .

FINAL OBSERVATIONS

The following abssrvation was made during the
sulvey process, Itis recommended that this srea
be reviswed und a determination be made
reganding appropnala action to pravant pofenhal
‘non-compliart practices: :

Observalion uf the carpet in the sitting and living
-fooms on 513708 at 7:15 AM revealed dry

color that the surrounding sections. Interview
with staff indi>ated water entered the facility
approximatel; one week sarlier after heavy rain,
causing the carpet to become wet. Interview with
the administrator on $/14/08 indlcated that the

carpeting with seversl areas which wera lighter in -

1374 135195
- See 3519.2 (0371)

{i 500}

3523.1
See 3510.3, 3517.2 and 3517.3

-
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' carpet was dr ed Imnmediately and that 1999
shampooing of the carpet was sched uled for Carpet was cleaned on 5/ 17/ 08.
5/17/08. Home manager wilk do weekly
environmental checks to cnsure that | 3/17/08
carpets-and howe are clean and well |
maintained.
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